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Abstract
Background—Despite advancements in treatment, acute myocardial infarction (AMI) remains a leading cause of morbidity and mortality in the elderly population. However, long-standing disparities in care of women suffering AMI still exist. The characteristics of discharge destination as it relates to differences in sex are not well described. One key parameter is the rate of discharge to skilled nursing facilities (SNF) and not directly to home, a factor impacting prognosis of patients and costs to the healthcare system. Our aim, therefore, is to observe destination differences post AMI, based on sex and other baseline characteristics. 
Methods and Results— From a cohort of 143,180 claims, we performed an observational analysis of 3,303 Medicare beneficiaries, discharged to SNF or home following an AMI, in 5% of all inpatient visits in the first quarter of 2016 (54.8% men, 45.2% women, 18.3% ST-elevation AMI). 36.33% of the female patients were discharged to a SNF vs. 25.12% (p<0.01) of the male patients. Both total charge by the provider (90,388.64$ vs. 74,571.50$, p<0.01) and mean payment amount (15,984.15$ vs. 13,666.48$, p<0.01) were higher for male than for female patients. Rates of percutaneous coronary intervention were also higher for male patients (35.56% vs. 25.60%, p<00.1). After adjusting for baseline characteristics and other confounders, discharge to SNF remained significantly higher among female patients (OR-1.57, 95% CI 1.27-1.94), while charges and PCI were both higher for male patients.
Conclusions—Discharge to SNF is common among Medicare patients undergoing AMI during admission, but is more frequent for female patients, even after adjustment for risk factors. Our findings highlight the need to better characterize this unique patient population and understand the cycle of care they receive following AMI. 
Introduction
Every year, an estimated 635,000 Americans suffer a new acute myocardial infarction (AMI) and nearly 300,000 experience a recurrent event. It is estimated that an additional 155,000 patients experience their first silent AMI each year1.   
Significant dissimilarities exist between men and women stricken with acute coronary syndromes in terms of their awareness of the condition, diagnosis, rates of interventional treatment, medication administered for secondary prevention and prognosis2–12 . In some cases, this may be attributable to gender differences in pathophysiology, as well as increased age and risk factors. However, other studies have shown that even when all other confounding variables are taken into consideration, female sex remains an independent factor for increased risk of poor outcomes, especially in younger women9,10. A recent statement by the American Heart Association emphasized the sex-specific differences in the presentation, pathophysiological mechanisms, and outcomes in patients with AMI and recommended improved management of AMI in women13.
While other studies have examined the treatment rates and prognosis of female versus male AMI patients, little is known regarding the disparities in post-hospital care following the index admission. In patients admitted for other events, such as heart failure14,11, stroke15  and bypass surgery16, it was shown that discharge to skilled nursing facility (SNF) is more common for female patients. However, while this destination is thought to enable more intensive monitoring of these patients, in some cases it is associated with worse prognosis14,17 and higher cost18. 




We obtained a 5% sample of the Standard Analytical Files of Medicare Part A fee-for- service inpatient claims from the first quarter of 2016, from the Centers for Medicare and Medicaid Services (CMS), which included patient-level data on demographics, and diagnosis codes using the International Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10) for hospitalizations billed under fee-for-service Medicare. The development of our study cohort has previously been described in detail19–21. Claims data included the following details: provider information, admission/visit/discharge data, payment data, diagnosis and procedural codes, diagnosis-related groups (DRGs) and patient demographics.
	
Study Population
The study sample included Medicare fee-for-service patients hospitalized with a diagnosis of AMI. In order to include complete information on all patient population having suffered an AMI during admission, we decided to include any claim which includes a diagnosis of AMI according to the MS-DRG codes 280, 281, 282, 283, 284, 285, as well as the group of ICD-10 diagnoses codes of I21.xx. Based on grouping diagnoses and typical procedures, we also identified the type of AMI, major comorbidities and risk factors, rates of percutaneous coronary intervention (PCI), characteristic complications, as well as available demographic features (please visit appendix 1 for a list of DRG and ICD-10 codes). We also collected financial data regarding the admission, including total charges by the provider and the payment amount by Medicare. 
From a total sample of 143,180 Medicare Part A fee-for- service inpatient claims, we have identified 6,123 events representing patients who were discharged after having suffered an AMI. 10.76% of the claims resulted in expiry (10.78% of women vs. 10.75% of men, p-NS). Due to the important prognostic and financial implications of being discharged to SNF, we evaluated both female and male AMI patients who were discharged to either SNF or home. Therefore, discharges to other destinations, such as home health agency centers and short-term hospitals (30.07% of the admissions in total), were excluded from our analysis. We then ommitedomitted duplicate claims of the same patients, maintaining only the first event, ultimately resulting in a total of 3,033 patients from 1,074 medical providers, who were discharged to one of these two destinations- home or SNF (see figure 1). 

Figure 1- Patient flow diagram
Outcomes
The primary outcome studied was rate of discharge to SNF versus discharge directly to home. Patients discharged to SNF were identified by linking to Medicare SNF administrative claims through unique patient identifiers. Patients were considered as discharged to SNF if they entered a SNF on the same day or the subsequent day after discharge from hospitalization for AMI. Hospital-level SNF rates were calculated by dividing the number of patients discharged to SNF in a given hospital by the overall denominator of AMI admissions of patients who survived the hospitalization. The comparison group comprised of patients from the same hospitals with the same diagnosis who were discharged home according to the relevant claims records. We also examined rates of PCI, implantation of a bare metal stent (BMS) or a drug eluting-stent (DES), total charge and payment amounts.

Covariates
Covariates considered for confounding adjustment or stratification included: age, race, and the following co-diagnoses identified from the database: smoking, obesity, diabetes, hyperlipidemia, hypertension, chronic obstructive pulmonary disease (COPD), asthma, atrial fibrillation, atrial flutter, peripheral vascular disease, anemia, chronic dialysis, chronic renal insufficiency, depression, valvular heart disease, the presence of an implantable cardioverter defibrillator (ICD), pacemaker, stroke, heart failure, history of coronary artery bypass surgery (CABG) or PCI, ST-Elevation AMI (STEMI) or non-STEMI on admission, AMI as the primary diagnosis, PCI, DES/BMS, hypotension, hypernatremia, shock, bleeding events, stent thrombosis, total charge for the event and payment amounts.
Statistical analysis- 
Descriptive analytics were used to describe covariates (Table 1). Categorical data are presented as counts and percentages and were analyzed with the chi-square test. Student’s T-test was used for continuous parameters. The two-sided alpha level was set at 0.05. The outcome was defined as a dichotomous variable, comparing discharge to SNF with discharge to home. For the unadjusted analysis, we used univariate logistic regression to determine the association between discharge rate to SNF and sex. For the adjusted analysis, we used multivariable logistic-regression model with adjustment for baseline characteristics and comorbidities as presented above (best practice reference?). We exponentiated the models’ coefficients to calculate odds ratios comparing males and females. We also tested for effect modification by age group and by race.  Analyses were conducted with the use of STATA software, version 14.1 (StataCorp LP), and Microsoft Excel 2013.  

Results
Baseline characteristics of the study population appear in table 1. Women were older, and suffered more from anemia, asthma depression and NSTEMI. On the other hand, men were more likely to have smoked in the past, suffer from diabetes, hyperlipidemia, atrial flutter, chronic kidney disease, have a history of coronary artery revascularization and ICD implantation. During admission, men were more likely to suffer from a STEMI, more undergo PCI, DES implantation and more suffered shock and stent thrombosis. Also, AMI was the primary diagnosis in a higher rate of men, whereas women were more likely to suffer from AMI as a secondary diagnosis, and have a different prinicipal diagnosis. Finally, both total charges by the hospital and the payment by Medicare were higher for men vs. women (table 1). To assess the level of baseline disease burden in both groups, we compared the mean number of diagnoses claims, and found no significant differences between the two groups (15.55±6.01 for men vs. 15.52±6.01 for women, p=0.91), but there was a significant difference in the number of mean procedures documented (3.62±2.78 vs. 2.83±3.18, p<0.01). 












	North American Native	14 (0.8%)	15 (1.0%)	
	Asian	30 (1.7%)	24 (1.6%)	
	Hispanic	38 (2.1%)	26 (1.7%)	
	Other 	27 (1.5%)	19 (1.3%)	
	Unknown	25 (1.4%) 	6 (0.4%) 	
Obesity (%)	271 (15.0%)	231 (15.5%)	0.68
Smoking (%)	603 (33.3%)	329 (22.1%)	<0.001
Diabetes (%)	791 (43.7%)	584 (39.1%)	0.008
Hyperlipidemia (%)	1,205 (66.5%)	900 (60.3%)	<0.001
Hypertension (%)	1,514 (83.6%)	1,266 (84.9%)	0.33
Anemia (%)	540 (29.8%)	498 (33.4%)	0.03
Peripheral vascular disease (%)	238 (13.1%)	164 (11.0%)	0.06
Atrial Fibrillation (%)	510 (28.2%)	408 (27.3%)	0.60
Atrial Flutter (%)	71 (3.9%)	35 (2.3%)	0.011
COPD* (%)	474 (26.2%)	358 (24.0%)	0.15
Asthma (%)	70 (3.9%)	101 (6.8%)	<0.001
Renal insufficiency, chronic (%)	819 (45.2%)	586 (39.3%)	<0.001
CVA† (%)	173 (9.6%)	133 (8.9%)	0.53
TIA‡ (%)	175 (9.7%)	175 (11.7%)	0.06
Heart failure (%)	799 (44.1%)	686 (46.0%)	0.29
CABG§/PCI||, history of  (%)	457 (25.2%)	237 (15.9%)	<0.001
Dialysis, chronic (%)	85 (4.7%)	59 (4.0%)	0.30
Depression (%)	168 (9.3%)	192 (12.9%)	<0.001
Valvular heart disease (%)	241 (13.3%)	203 (13.6%)	0.80
ICD# (%)	80 (4.4%)	27 (1.8%)	<0.001
Pacemaker (%)	89 (4.9%)	53 (3.6%)	0.02
STEMI ** (%)	371 (20.5%)	233 (15.6%)	<0.001
Non-STEMI (%)	1,440 (79.5%)	1,259 (84.4%)	
Hypotension at presentation (%)	129 (7.1%)	107 (7.2%)	0.96
Shock (%)	119 (6.6%)	73 (4.9%)	0.04
PCI during admission (%)	644 (35.6%)	382 (25.6%)	<0.001
DES †† (%)	551 (30.4%)	322 (21.6%)	<0.001
BMS ‡‡ (%)	62 (3.4%)	38 (2.5%)	0.14
Stent Thrombosis (%)	12 (0.7%)	3 (0.2%)	0.05
Intracranial Bleeding (%)	10 (0.6%)	5 (0.3%)	0.36
Extracranial Bleeding (%)	34 (1.9%)	27 (1.8%)	0.89
AMI§§ as primary diagnosis (%)	1,222 (67.5%)	919 (61.6%)	<0.001
Total charge ($)	90,388.64 ±101,553.12	74,571.51 ±78,252.12	<0.001
Payment amount ($)	15,984.15 ±15,725.29	13,666.48 ±11,415.26	<0.001
Length of Admission (days)	5.58±6.59	5.61 ±5.40	0.48

*COPD= chronic obstructive pulmonary disease, †CVA= cerebrovascular accident, ‡TIA= transient ischemic attack, §CABG= coronary artery bypass surgery, ||PCI= percutaneous coronary intervention, #ICD= implantable cardioverter defibrillator, **STEMI= ST-elevation myocardial infarction, ††DES= drug eluting-stent, ‡‡BMS= bare metal stent, §§AMI= acute myocardial infarction. 

When comparing sex cohorts by discharge rate to SNF vs. home, 74.5% of male patients admitted with AMI were discharged to their homes at the end of the episode, while only 63.6% of female patients went home directly. Discharge rates to SNF mirrored these differences: 36.4% of women and 25.5% of men were sent directly to SNF at the end of the admission (figure 2-although we may leave the first option). Women had 69% higher odds for discharge to SNF than males according to the unadjusted analysis (95% CI 1.30-1.96, figure 2). 

Figure 2- Discharge destinations according to Sex- we can show the original numbers (10.75% expired, and the rest….? And then move on the to final cohort SNF:HOME…? It gives a bigger picture) 
 
(Or we can show a single column with SNF only:) 
Figure 2- Rates of discharge according to sex
In the adjusted analysis, female patients had 57.2% higher odds for discharge to SNF than males, correcting for age, race and various comorbidities (table 2). This difference is statistically significant (p<0.001).
Post-AMI patients aged 70 and above had higher chance of being discharged to SNF compared to patients who are younger than 65, with increasing odds ratio for older age group categories (table 2), adjusting for sex, race and various comorbidities. Other significant factors also associated with higher rates of discharge to SNF, besides sex and age, after adjusting for comorbidities: CVA (OR-2.34, CI 1.69-3.23, p<0.01) TIA (OR-1.58, CI 1.17-2.14, p<0.01) , chronic renal insufficiency (OR-1.33, 1.06-1.65, p=0.01), depression (OR-2.26, CI 1.66-3.07, p<0.01), p<0.01, patients who presented with hypotension (OR-1.50, CI 1.06-2.12, p=0.02), hypernatremia (OR-4.03, CI 2.25-7.22, p<0.01), or experienced a longer admission (OR-1.23, CI 1.19-1.27, p<0.01). Patients who had hypertension were less likely to  be discharged to SNF (OR-0.8.5, CI 0.53-0.96, p=0.02), as was those who had an ICD (OR-0.53, CI 0.30-0.95, p=0.03) (table 2). In addition, patients from hispanicHispanic origin had a significantly lower chance of being discharged to SNF (OR- 0.31, CI 0.13 - 0.72, p<0.01. Data now shown). This last sentence is optional
During admission, PCI were performed at significantly lower rates for female patients than for male patients (25.60% vs. 35.56%, p<0.01). In addition, rates of DES implantation were lower for women (21.58% vs. 30.43%,  p<0.01) (table 1 and figure 3). Finally, we have seen that total charges by the provider were lower for female patients ($73,420.62 vs. $89,393.28, p<0.01), as well as the payment amount for the episode by Medicare ($13,590.04 vs. $16,021.89, p<0.01) (table 1 and figure 4).

Figure 3#?!- Percutaneous procedures according to sex 

Figure 4- Payments and charges according to sex

Race (not sure if we should leave this paragraph- very complex because of the social factors and the surprisingly small numbers of the minorities in our cohort) was found to impact the discharge destination, as the adjusted analysis showed that Hispanic patients had significantly lower odds for discharge to SNF compared to the other groups (0.31, 95% CI 0.13 – 0.72 compared to the white population. Data not shown, or in the appendix…). 

Table 2- Factors associated with discharge to SNF according to multivariable analysis – need to update
Characteristics	Odds Ratio	95% Confidence Interval	P value     
Female	1.57	1.27 - 1.94	<0.01     
Obesity 	0.93	0.68 - 1.26	0.62
Diabetes 	1.22	0.98 - 1.52	0.08
Hyperlipidemia	0.85 	0.68 - 1.04	0.13    
Hypertension	0.85	0.53 - 0.96	0.02     
Smoking 	0.94	0.74 - 1.18	0.57
Atrial fibrillation 	1.11 	0.89 - 1.38	0.36   
Atrial flutter 	1.04	0.61 - 1.76	0.89    
COPD *	1.16	0.92 - 1.46	0.20
Asthma 	0.83	0.53 - 1.30	0.42    
PVD †	1.22 	0.91 - 1.65	0.18    
CVA ‡	2.34 	1.69 - 3.23	<0.01     
TIA §	1.58	1.17 - 2.14	<0.01     
Anemia 	1.55 	1.25 - 1.92	0.18     
Dialysis chronic 	0.99 	0.60 - 1.66	1.00
Renal insufficiency chronic	1.33	1.06  - 1.65	0.01
Depression 	2.26	1.66 - 3.07	<0.01     
Valvular heart disease 	0.83	0.62 - 1.11	0.21
ICD ||	0.53	0.30 - 0.95	0.03
Pacemaker 	0.90	0.57 - 1.44	0.66    
Hypotension 	1.50  	1.06 - 2.12	0.02   
Hypernatremia 	4.03 	2.25 - 7.22	<0.01     
Heart failure 	1.22	0.98 - 1.51	0.07      
History of CABG#/PCI **	0.76	0.57 - 1.00	0.05
STEMI †† (versus non-STEMI)	1.12	0.82 - 1.52	0.47     
Shock 	1.07	0.71 - 1.62	0.73
Intracranial bleeding 	8.92 	0.82 - 96.75	0.07     
Extracranial bleeding	2.10	0.49 - 9.05	0.32
Duration of admission	1.23	1.19 - 1.27	<0.01     
Age (y)65-6970-7474-7980-84>85	1.251.252.013.25 6.6711.21 	 0.81 - 1.951.31 - 3.082.12 - 4.984.38 - 10.177.44 - 16.89	 0.31   <0.01     0.000     <0.01     <0.01     <0.01    <0.01      

*COPD= chronic obstructive pulmonary disease, †PVD= peripheral vascular disease, ‡CVA= cerebrovascular accident, §TIA= transient ischemic attack, ||ICD= intracardiac defibrillator, #CABG= coronary artery bypass surgery, **PCI= percutaneous coronary intervention, ††STEMI= ST-elevation myocardial infarction.

Analyses to test for interactions between age groups and sex and between rates of PCI and sex showed that for patients older than 85 years of age,  women have 2.43 times higher odds of discharge to SNF compared to men, adjusting for race, all interventions, length of hospitalization, complications during hospitalization and various comorbidities. For the 65-69 year age group, women have 2.39 times higher odds of discharge to SNF compared to men, adjusting for similar confounders. Other age groups show no interactions. There is also no interaction between gender and PCI in terms of discharge to SNF.  Finally, we tried to correct for the impact confounders may have on the payment amounts between the two genders. We have seen that, after controlling for rates of PCI, age and length of hospitalization, mean payment amount for women is still $1,604 lower than for men.

Discussion
According to multiple studies3–5,7,9,10, including a recent analysis based on information from the National Cardiovascular Data Registry22, women are less likely to receive an electrocardiogram within 10 minutes, be taken care of by cardiologists during admission, be administered evidence-based medications and PCI, and are more likely to suffer in­hospital complications, including mortality, recurrent AMI, bleeding and vascular adverse events. Following discharge from the hospital, care and outcome disparities exist as well. In a study looking at Medicare patients undergoing AMI, women were less likely than men to be using angiotensin­ converting enzyme inhibitors/angiotensin receptor blockers and β­blockers than men. In particular, black and Hispanic women were the least likely group to be medication- adherent, followed by white, Asian, and other women, and by black and Hispanic men23. Consequently, readmission rates for women are also significantly higher following AMI24. 
Rates of discharge to SNF are continuously rising25,26, with expenses related to post-acute care growing significantly, and those related to SNF nearly doubling in recent years10,27. An earlier study, looking at a cohort of post-AMI Medicare patients from the years 1994-1995, in which only 11.6% were discharged to SNF, showed that patients discharged to post-acute care were older and had a higher severity index of illness28. Dolansky et al25 published a study on the 2003 CMS database, on patients following multiple cardiovascular conditions, and showed a high rate of 30.3% discharge to SNF in that cohort, and an increased chance of being sent to SNF for female patients. To the best of our knowledge, this is the first article describing rates of discharge to SNF following AMI in the last 13 years, belonging to a modern era of treatment for AMI patients, including the wide use of drug-eluting stents. We have found that discharge to SNF was more common in women, despite a similar rate of risk factors, and after correcting for variables using a multivariable model. 
What is the prognostic significance of being discharged to SNF? Little is known regarding prognosis of patients following AMI discharged to SNF. It is thought that discharging patients to SNF may improve care, enabling continued monitoring, increaseand increase compliance to evidence-based treatments, which has the potential to improve outcomes and reduce hospital readmissions. However, when that theory was studied explicitly in one study, the opposite effect was observed.  In patients following an admission for an AMI, risk-standardized readmission rates were actually 0.03% points higher for each 1 absolute percentage point increase in SNF rate, in adjusted regression models (p=0.001)12. Similarly, studies looking at other disease states show a disconcerting outcome for patients discharged to SNF. In patients with heart failure, for example, higher rates of discharge to SNF were associated with substantially increased risk of death (hazard ratio, 1.76; 95% confidence interval, 1.66 to 1.87), after adjustment for patient characteristics known to be associated with adverse outcomes14.  In the same study, women were more likely to be discharged to a SNF than men (OR 1.53, P<0.001), in a multivariable model correcting for confounding factors. On the other hand, gender differences in patients suffering from a cerebrovascular accident correlated with differences in discharge to SNF15, but those were not associated with worse prognosis15,29. However another study that examined a cohort of older hospitalized patients discharged to SNF during 2007 to 2009 in 5 states showed that 3.8% died during the initial SNF stay, 28.6% required readmission, and only 60.5% were ultimately discharged home30.
In our study, we have observed a large gender gap not only in rates of discharge to SNF, but also in rates of PCI, usage of DES, payment amounts and total charges. A previous study showed that the direct costs of hospitalizations for female patients with STEMI undergoing PCI are higher31. In our cohort, which includes a majority of NSTEMI, both total charges and payment by Medicare were lower in women. This data is in line with other studies from throughout the world, showing a pattern of higher costs for the inpatient episodes of male AMI patients32–35.  We have also demonstrated higher rates of treatementtreatment utilization in men, coinciding with data from previous literature,  despite the fact that PCI was shown to be at least as efficacious in women as in men7,12,36–38. Remarkably, the  differences in cost were not explained solely by the the rates of PCI, nor age or length of stay. Another incidental finding in this study was that there are also differences in rates of discharge to SNF following AMI in different race groups, with similar rates of discharge to SNF between black and white patients, but lower rates of discharge to SNF in the Hispanic group. This difference is statistically significant, despite the fact that the Hispanic group size in our sample was relatively small-less than 2 percent of the cohort. In studies of adult patients admitted with stroke, traumatic brain injury or hip fracture, Hispanic populations are significantly less likely to be discharged to an institution than their non-Hispanic counterparts, and more likely to be discharged home15,46–48. (would love to hear your opinion on this highlighted segment - needed or not?) Finally, we have shown that rates of in-hospital mortality in this cohort were similar between the two sexes, despite these disparities in care. It has been suggested that in older age groups, the short term prognosis of both sexes are similar40. 
Are women discharged to SNF at higher rates because they are less likely to have caregivers at home? Considering the higher life expectancy of women, and the fact that women in the United States are 4 times more likely than men to become widowed at an older age41, a factor related with worse prognosis42–44, it is likely that this population of elderly female patients was expected to receive less support from their spouse at home or from another caregiver. These social considerations could account for the lower discharge rate to home, which heavily relies on self-care. Also, it is possible that there are differences in the levels of physical fitness of elderly women, as compared to elderly men. One study in younger patients recovering from AMI showed that women were less likely to meet physical activity recommendations than were men45. When controlling for all other factors, women had 1.37 times the odds of being less active than men from pre-acute myocardial infarction to 12-months post-acute myocardial infarction (95% confidence interval: 1.21–1.55). It is quite possible that differences in functional capacity, not well documented in our database, explain some of the differences in the rates of discharge to home vs. SNF. Nevertheless, having corrected for multiple risk factors and disease states in our study, it is also reasonable to suspect that factors related to the medical teams’ perception of women following AMI differed, and thus less were felt to be prepared to return home. 
As for future implications of this article, implementatingimplementation of programs such as the Medicare Shared Savings Program (MSSP) have shown to reduce post acute spending without ostensible deterioration in quality of care, mostly by reducing rates of discharge to SNF, and the length of stay39. By examining what are the main drivers for discharge to SNF, both in male and female patients, carefulycarefully selecting patients for post actureacute care, and possibly improving the home environment for elderly patients discharged to their homes, through innovation, we may improve the care of these patients and reduce costs, without restraining the quality of post acute care.

Study Limitations: We examined data from only 5% of the database, limited to only three months of follow-up. We are therefore limited to observation of the index event only, and confined to other limitations of an observational registry, based on claims. Also, while we have deliberately examined the heterogeneous group of all-comer patients undergoing AMI during the hospitalization, regardless of the primary reason for admission, this approach inherently encompasses many unknown confounders. Importantly, we have no access to the patients’ marital status, nor any direct measures of the patient’s functional status at discharge. We used multiple measures of illness severity/ comorbidities as proxies for functional status. The decision of the timing, as well as the destination of patient discharge is a highly complex process, dependent upon many individual, social and behavioral parameters, including the patients’ marital status, baseline functional capacity and other preferences and provider characteristics. It is not unlikely that these factors are the driving force behind the observed differences in sex selection for discharge destination following AMI. The lower rate of discharge to SNF in the Hispanic population (may want to remove) coincides with previous literature, suggesting a higher patient preference for discharge to home, likely as a result of a combination of unique cultural and social supportive structures. Knowledge of marital status, as well as other parameters of social support at home, would have contributed to the understanding of this phenomenon. 




In this article, it was shown that discharge to SNF is more common among elderly women who undergo AMI than in men, despite a similar risk profile, and even after correcting for confounding factors. In addition, we have shown that there are differences in utilization of resources according to sex,  regardless of age or other factors. In the future, a better understanding of the disparities in care, and the potential inherent bias medical teams may have upon deciding how to treat and where to discharge patients, may improve the way we care for these patients.
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